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Accessible summary 


@ Explain the use of case formulation as a way of involving people experiencing 
mental health issues in their treatment options. 

@ Case formulation is a framework that informs a choice of psychological treatments 
and links assessment and treatment phases to guide practitioners and individuals 
on treatment options. 

e@ This paper investigates its value and discusses training and supervision of profes- 
sionals undertaking case formulation. 

e It includes information on how individuals with mental health issues are fully 
included in the process. 

@ The findings conclude that case formulation is worthwhile and suggests improved 
training to improve individual outcomes. 


Abstract 


Changes in mental health provision have led to practitioners and service providers 
reviewing how they incorporate service users in assessment processes and treatment 
decisions. Case formulation (CF) is a framework that informs a choice of psychologi- 
cal treatments providing a bridge between assessment and treatment phases to guide 
treatment options. However, CF is not routinely practised in mental health; hence this 
paper reviews CF literature to establish its efficacy for service users experiencing 
mental health issues. The purpose of this study is to assess the efficacy, reliability and 
validity of CF and its process and function in providing treatment for service users 
experiencing mental health issues and to explore practitioner training requirements. A 
systematic search of English language publications on CF and treatment frameworks 
from 1999-2011 was conducted searching electronic databases. Additionally, two 
seminal pieces of CF work were included. The findings demonstrate evidence of CF’s 
efficacy and suggest practitioner training programmes to increase professional exper- 
tise and enhance service user outcomes. However, limited evidence exists and further 
research is required to address efficacy and training implications of CF. 


Introduction 


training requirements. The rationale for reviewing CF as a 
treatment option is highlighted by Haynes & Williams’ 


This paper assesses the efficacy, reliability and validity of 
case formulation (CF) (capacity for beneficial change or 
therapeutic effect) and its process (procedure) and function 
(purpose) in providing treatment for service users experi- 
encing mental health issues, and explores practitioner 
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(2003) acknowledgment that standardized treatments 
alone may not be the most favourable approach for 
patients who experience complex mental health needs. 
Additionally, they add that CF is a method of integrating 
multiple judgements and provides a template to assist 
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clinicians in deciding which problems are paramount and 
require treatment interventions. 

Changes in health-care provision to move towards more 
inclusive approaches that meet the needs of service users 
experiencing mental health problems have widened 
thinking on supportive treatment initiatives [Crowe et al. 
2008, Department of Health (DH) 2009]. This push for 
inclusivity has forced organizations and practitioners to 
re-examine their practice methods and delivery styles in an 
attempt to move away from medication prescriptions and 
embrace psychological therapies. One of these therapy ini- 
tiatives is CF, a theoretically based explanation of informa- 
tion obtained from assessment, which offers a hypothesis 
about the cause and nature of presenting problems 
(Westmeyer 2003, Kuyken etal. 2005, 2012, Persons 
2005). CF goes beyond condition diagnosis assessment 
interventions as it incorporates a method of analysing 
traits, circumstances and maintaining factors of service 
user problems. Hence, exploring CF will benefit teams 
providing psychological therapies to service users in 
primary care and secondary mental health care, including 
community mental health teams in adult and older people’s 
services. 

CF is a value-added intervention which targets treat- 
ment choices through a collaborative approach between 
the service user, the practitioner and through multidiscipli- 
nary team discussions. Bergner (1998) views CF as a linch- 
pin concept holding elements of a complicated structure 
together, and if empirically grounded can help organize key 
facts from assessment around causal and explanatory 
sources to develop beneficial interventions. Additionally, 
Westmeyer (2003), Persons (2005) and Kuyken et al. 
(2005), describe CF as a hypothesis of the causes, precipi- 
tants and maintaining psychological, interpersonal and 
behavioural factors. To become proficient in formulation, 
Fells et al. (2005) suggest practitioner training to improve 
knowledge. Furthermore, the National Institute for Health 
and Clinical Excellence 2007a,b) assert CF training would 
meet clinical guidelines for managing mental health in sec- 
ondary care. 

The Mental Health Foundation (2006) emphasize 
annually in the UK that one in four people’s lives are 
disrupted by mental health issues, and the National 
Health Service (NHS) mental health criteria on risk 
assessment (DH 2007) means CF could provide a com- 
prehensive review of physical, psychological and social 
needs. According to Crowe etal. (2008), purely using 
psychiatric diagnosis to guide treatments limits individu- 
alized care, and using a CF approach, irrespective of diag- 
flexibility by 
assessment and interventions. Boschen & Oei (2008) 


nostic classification, offers linking 
describe CF as a map of issues explaining causal and 
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maintaining factors, claiming it strengthens therapeutic 
alliance beyond those of diagnosis-based treatments. Jose 
& Godfried (2008) and Restifo (2010) add that CF links 
clinical assessment with therapeutic functions and strate- 
gies to inhibit distorted perceptions and problematic 
behaviours. The New Horizons policy (DH 2009) con- 
tends service deliverers are failing to recognize service 
users’ expertise of their needs, and so utilizing a CF 
approach could help practitioners in coordinating appro- 
priately targeted individualized care packages. 

To summarize, CF goes beyond assessment and incor- 
porates a method of identifying service user problems, and 
their maintaining factors, caused through their traits and 
circumstances. Therefore CF could be viewed as a value- 
added intervention which targets treatment choices 
through a collaborative approach between the service user, 
the practitioner and progressed through multidisciplinary 
team discussions. 


Method 


A systematic search of English language publications on CF 
and treatment frameworks from 1999-2011 was con- 
ducted searching electronic databases such as: Intute, NHS 
Health Information Resources, NHS Evidence, Bandolier, 
Cochrane Library, DARE, NHS EED, DUETS, CINAHL, 
PsycARTICLES, PsychINFO, SpringerLINK, PubMed, Psy- 
chonomic Society Publications, Informa Healthcare, Aca- 
demic Elite and Swetswise. Additionally, two seminal 
pieces of work on CF were also included. The key search 
words included: CF, assessment outcomes, intervention, 
mental health, case conceptualization. The exclusion crite- 
ria included: drug, cultural, physical health formulations 
and learning disabilities. The initial search produced 
9 848 184 hits including articles concerned with chemistry, 
chemical reactions of drugs and elements, and formulations 
of drugs and medications which were then excluded. A 
Boolean operator of ‘and/or’ was added to each keyword 
and this linking reduced the articles to 221. The articles’ 
abstracts were read to establish their relevance specifically 
to mental health treatment strategies, along with CF and 
other treatment frameworks. 

This process elicited 39 articles which included research 
trials, theoretical reviews and commentaries, and these 
were read in their entirety utilizing a content analysis 
approach. Graneheim & Lundman (2004) outline concepts 
of content analysis as being manifest content relating to 
what the text describes as the visible obvious components, 
and latent content involving interpretation of the underly- 
ing meaning of the text. Manifest and latent content deal 
with interpretation and deductive analysis, therefore both 
methods were used to analyse the literature on CF efficacy, 
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process, functions and training implications. As a result, 
the following themes emerged: (1) the reliability and valid- 
ity of CF as a treatment option for patients with mental 
health problems; (2) the ability of CF to improve treatment 
progression and outcomes; (3) the useful of CF to patients 
and practitioners; (4) training implications for practition- 
ers, organizations and for patient outcomes. These were 
organized under the following headings: reliability and 
validity; the role of CF in treatment progression and 
outcomes; skills, knowledge and training; and training 
implications. 


Reliability and validity 


Westmeyer (2003) states that CF is based on different proc- 
esses depending on the theoretical approach utilized by the 
assessor. Bieling & Kuyken (2003) attempted to establish a 
scientific basis to CF to determine whether practitioners 
can reliably formulate CFs to address service user needs, 
and improve replicable treatment outcomes. The need for 
scientific validation of CF was also suggested by Mumma 
(2004). However, Kuyken et al. (2005) challenged this and 
suggested validation is dependent upon the formulation 
methods used, the interventions adopted and their benefits 
to service users. They argued difficulties arose because 
whilst practitioners agreed on presenting issues, they dif- 
fered on reasoning processes, and thus reliability and 
quality of CFs are linked with levels of clinical expertise 
and professional accreditation. 

Persons (2005, 2008) challenged protocols driven by 
empirical theory-based mechanisms, observations and 
experiment informed by patient input, when adapting 
therapeutic approaches into clinical settings. Tarrier (2006, 
p. 1) suggests; 

As with all aspects of clinical practice the process of case 
formulation — working towards a psychological expla- 
nation of a patient’s problem that has treatment utility — 
is not static 
The non-static nature of problems is also highlighted by 
Mumma & Mooney (2007b) who discussed difficulties due 
to the variability of psychological distress when trying to 
determine treatment options to monitor or modify service 
user thoughts. Alongside, this research by Flitcroft et al. 
(2007) identified the diversity of practitioners’ views on the 
purpose and features of CF, and outlined three distinctions 
of formulations as being: explanatory, functional and based 
upon the centrality of character traits. However, practi- 
tioner consensus focused mainly on the differences between 
psychological data-based and medically focused formula- 
tions. Moreover Kuyken (2007) added that evidence for CF 
reliability is supportive of descriptive but not inferential 
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hypotheses, and recommended a systematic research 
approach to gain further knowledge. 

Kuyken (2007) describes CF as the foundation of cog- 
nitive behaviour therapy (CBT) and the bridge between 
practice, theory and research. Mumma & Mooney (2007a) 
highlight that many formulation studies are descriptive and 
although demonstrating comparisons between groups, they 
lack empirical testing in the validity of developed practi- 
tioner formulations. Page etal. (2008) conclude that 
although CF is an applied theory of organization and goal 
setting, it is dependent upon practitioner competency in 
their ability to collate, organize and create psychological 
constructs into a working hypothesis. Hence, further 
research on practitioner feedback on the validity of their 
developed formulation would be useful in linking training 
and development needs. 

Crowe et al. (2008) suggest an advantage of CF is its 
ability to create understanding of service user needs regard- 
less of their diagnostic classification. Thus an emphasis on 
the link between training provision, training outcomes and 
treatment plans is needed so practitioners understand the 
frameworks for conceptualizing mental distress whilst also 
being able to recognize the expertise of the service user in 
CF development. These psychosocial CF elements as out- 
lined by Restifo (2010) consist of recognizing mismatches 
between coping skills and level of adversity; decisional 
difficulty; motivational issues; insufficient insight; interper- 
sonal attachments disturbance; identity crisis; demoraliza- 
tion; problematic coping patterns and habits; paradoxical 
situations and systemic issues. A goal of the person-specific 
evaluation of CF is the development of an intra-individual 
statistical prediction model for actuarial prediction tailored 
to the specific issues and life circumstances. The essence of 
CF is its ability to provide shared understanding of a per- 
son’s presenting problems through theoretical explanation 
of assumed causes and maintaining factors, so appropriate 
interventions can be utilized. 


The role of CF in treatment progression 
and outcomes 


Proving the efficacy of CF is complicated due to the short- 
age of research evidence; however, recommendations from 
these point to the need for comparison between individu- 
alized formulations and manualized treatments. Another 
aspect highlighted is the problem of developing collabora- 
tive CFs due to the changing nature of psychotic episodes, 
and Kinderman & Lobban (2000) place importance of an 
evolving formulation. This they state will help service users 
recognize and understand their stressors and how their role 
in their illness contributes positively to treatment outcomes 
in preventing relapses. At the same time, there are addi- 
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tional difficulties for service users due to deficits in abstract 
reasoning, mental flexibility and comprehension experi- 
enced during psychotic episodes. 

Nevertheless, Chadwick et al. (2003) assert CF is rel- 
evant to treatment of complex cases and crucial to success- 
ful CBT outcomes. Their formulation was individualized 
by utilizing a framework that looked at analysis and main- 
tenance of issues and links between thoughts, feelings, 
behaviours and physical signs as a basis for the CBT treat- 
ment. Their study tested two hypotheses, that CF improves 
the alliance and reduces distress, and although neither 
hypothesis was proven, positive ratings of the alliance was 
noted in terms of increased understanding and optimism. 

A larger study by Persons et al. (2006) tested the hypoth- 
esis that a CF-driven approach to CBT provided effective 
treatment for anxious and depressed service users. Their 
findings demonstrated statistically significant clinical 
change in anxious depressed service users with multiple 
comorbidities. Their findings suggest that CF-driven treat- 
ment guided by idiographic outcome data and emerging 
evidence was required rather than practitioners merely fol- 
lowing protocols or manual-based treatments. Persons 
et al. (2006) purport their findings can be generalized to 
treatment of complex cases but acknowledge a limitation of 
their uncontrolled open study design is that positive out- 
comes cannot be attributed directly to CF-driven treatment. 

Ghaderi (2006) compared standardized manual-based 
treatments with individualized ones based on logical func- 
tional analysis for service users. Their findings support 
higher levels of individualization in terms of response to 
treatments, with the majority of the non-responders to 
treatment being in the manual-based category. Brinegar 
et al. (2006) also found that individualized treatment pro- 
vided a better understanding of how the assimilation func- 
tion helped in promoting psychological change. Their study 
investigated progression in therapy sessions from formulat- 
ing a problem through to achieving understanding; focus- 
ing on a problem clarification to understanding and insight, 
and resulted in evidence of observable changes. Methodo- 
logically, data were obtained and interpreted from tran- 
scripts, and although understanding was evident, they also 
acknowledged that interpretation could contain elements 
of bias. Additionally, Pain et al. (2008), using a content 
analysis methodology assessed experience of the CF 
function in CBT for psychosis and practitioners cited 
an increased understanding of issues and therapeutic 
relationships. 

Boschen & Oei (2008) purported the advantage of using 
CF was that it provided a systematic approach, and a 
theory-based framework from which to make inferences 
about the nature of a service user’s problems. This, they 
argue, enables the formulation of individualized treatment 
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plans enhancing client and practitioner understanding of 
the problem, and the ability to strengthen the therapeutic 
alliance. Furthermore, they assert diagnosis-based treat- 
ments are less effective in enhancing therapeutic outcomes 
than holistic perspectives. The ability of CF to improve 
clinical outcomes is highlighted as the key factor in its 
utility, yet there remain variances in the quality of CF in 
practice. However, there is evidence of its efficacy as 
reported by Ingham (2011) who used a case study in a 
formulation-based workshop approach and demonstrated 
a reduction in psychosocial difficulties displayed by people 
with intellectual difficulties. This workshop approach 
could be replicated in practice supervision to further build 
up evidence of its efficacy. 


Skills, knowledge base and training 


To develop CF into routine mental health practice consid- 
eration of the skills, knowledge and level of experience is 
needed. Proficiency standards set by the Nursing and 
Midwifery Council 2008) outline the skills and knowledge 
needed to undertake comprehensive assessments and 
produce care plans for competent CF practice. These 
include experience of anti-discriminatory practice, commu- 
nication, interpersonal partnerships, understanding of 
therapeutic relationships and health promotion. 

Eells et al. (2005) accentuate the significance of training 
to produce quality psychotherapy CFs through compari- 
sons of expert and novice therapists. They concluded 
practitioner competence, experience, proficiency and effec- 
tiveness of delivery were important treatment variables in 
producing higher quality outcomes. Furthermore, they 
reasoned expert practitioners had more attuned pattern 
recognition skills, problem solving strategies, comprehen- 
sion, as well as more understanding of abstract and mean- 
ingful conceptual categories than novice practitioners. 
Hence, to raise practitioner standards, there is a need to 
include these concepts alongside those outlined by the DH 
(2006) in their set of minimum capabilities for mental 
health practitioners of respect for individual needs, pro- 
moting recovery, safety and positive risk taking, providing 
service user-centred care and professional development 
and learning. 

Mumma (2011) contended that the complexities of 
formulation-based treatment made them more vulnerable 
to judgemental and inferential bias than those of stand- 
ardized treatments. Hence, to reduce the potential 
increased bias, there was a need to introduce specific 
manuals on how to test and validate formulations. To 
combat this, Mumma (2011) suggests that evaluation of 
CFs during training to provide the practitioner with feed- 
back on accuracy and validity would help improve clini- 
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cal decision-making judgements and enhance outcomes 
for the service user. To achieve these aims, leadership in 
practitioner training is required and two styles are pro- 
posed to drive CF skills training forward, firstly; a trans- 
actional approach (Smith et al. 2004) of social exchange 
between leaders and followers to clarify performance and 
goals linking achievement to rewards; an secondly, a 
transformational vision-sharing approach (Northouse 
2007) to enable its achievement. 


Training implications 


The consensus from literature suggests a dichotomy around 
CF skills with one end of the formulation spectrum based 
on a diagnosed manual approach, and the other on indi- 
vidualized formulation based on the presenting needs and 
practitioner interpretation. Bob (1999) suggests a narrative 
approach to formulation focusing on service user life 
stories and on the idea that issues are manufactured in 
social, cultural and political contexts. In training terms, 
this offers the novice practitioner (supervisee) an opportu- 
nity to present their understanding of the story in their 
understanding of the motivations, intentions and actions to 
the experienced practitioner (supervisor) for discussion in 
order to develop a CF and treatment plan. However, it 
cannot be assumed that all supervisors have the relevant 
skills to utilize narrative in supervision, and this aspect also 
needs to be implanted into training programmes. 

The relevance and practice of clinical supervision is an 
important aspect of mental health nursing as it provides 
space to discuss service user interventions and helps prac- 
titioners to improve their skills and knowledge and ulti- 
mately provide quality care. According to the DH (2006), 
practitioners need to keep up to date with practice 
changes, participate in lifelong learning, along with 
undergoing personal and professional development and 
this can be facilitated through supervision, appraisal and 
reflective practice. 

As supervision (individual and group) is part of regular 
practice, it’s appropriateness in leading CF skills is under- 
standable. However, this is not as simple as it first appears 
as pointed out by Misch (2000) who outlined the compet- 
ing demands on time and skills which has led to a decline 
in practitioners CF skills. Mace & Binyon (2005) outlined 
four levels to aid skills development: a psychological 
dimension (difficulties relating to events, reactions and rela- 
tionship); constructing an illness narrative (story linking 
past and present); modelling a formulation (structured 
understanding of causative factors and their interrelated- 
ness); naming the elements (development of a formulation 
of the identified dynamics). Mace & Binyon (2006) suggest 
proficiency at formulation focuses on the patient’s behav- 
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iour, choice of words, feelings and historical data to 
produce an analysis of reactions and responses. Still, it 
would be an oversight to assume all practitioners possess 
the skills and knowledge to undertake this. Hence, formu- 
lation skills need to be systematically reviewed. Brinegar 
et al. (2006) recommend incorporating the Assimilation 
of Problematic Experiences Sequence model to address 
ongoing training needs. 

According to Ivey (2006), CF training and its relation- 
ship to treatment planning is a neglected area because 
diagnostic psychological treatment without a workable for- 
mulation is detrimental to service user outcomes. Ivey 
(2006) highlighted limitations on how to methodically 
derive a formulation from service users and this led to 
discrepancies between the importance of formulation and 
skills training. Consequently, Ivey (2006) introduced an 
eight-step model for teaching the theory and application of 


CF (Box 1). 


Box 1 


Model for teaching CF theory and application 


Defining 
formulation 


Introducing a 
formulation 
exercise 

Identifying 
formulation 
characteristics 


CF 
psychodynamics 

The 
psychodynamic 
formulation 
structure 


Small group 
formulation 
exercises 

Introduction 
of video 
material 


Subjective 
reactions to 
the individual 


Practitioners understanding of CF: Why a 
particular personality, current life 
circumstances, and personal and family 
history develop specific psychological 
issues at particular times. 

Practitioners provided with written 
information to formulate for usage. 


Discussions of practitioner's formulations, 
followed by the presentation of an 
experienced practitioner's formulation 
of the same case study. 

Relationships and interactions between 
conscious and unconscious meanings. 

Conceptual components of the 
formulation and how they fit together 
to make sense of problematic 
behaviour and experiences, and 
dependent on the specific theory used. 

Practitioners are provided with case 
studies and asked to generate a 
formulation in a small group 

Practitioners watch a video of a patient 
and practitioner demonstrating the 
process — with particular focus on the 
patient’s verbal and non verbal 
communication and interactions with 
the interviewer 

Watching the video to evoke emotional 
responses in the trainees. 
Self-awareness is important in 
recognizing the process may provide a 
sense of who the individual is, how 
they relate to others and what their 
internal world is like. 


Abridged from Ivey (2006). 
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The Ivey (2006) model provides an individualized focus 
to formulation offering a systematic process, but neglects 
manual-based formulation methods based on diagnosis 
and collections of symptoms. 

A comparative study by Kendjelic & Eells (2007) com- 
pared the written formulations of 20 practitioners, and the 
results demonstrated that practitioners who received CF 
training produced higher quality formulations; elaborated 
on precipitating stressors, recognized the predisposing 
events and included more reasoning categories. A degree of 
psychological sophistication is required to undertake CF to 
collate and organize the information provided by the service 
user and utilize psychological constructs to build a working 
hypothesis. It also requires knowledge of appropriate treat- 
ment strategies for each disorder and an awareness of how 
each component is thought to modify each symptom or set 
of issues. Kendjelic & Eells (2007) point out that several 
experts have expressed concerns about the level of CF skills 
as clinicians are neither taught the skill consistently nor 
practise it regularly. Additionally, they assert that many 
novice clinicians may view CF as a training tool and not 
necessarily for usage in day to day clinical practice, com- 
menting that many novice clinicians feel inadequately 
trained in CE Furthermore, Crowe et al. (2008) comment 
that because medication prescriptions from a psychiatrist 
are central to treatment outcomes based on the diagnostic 
process, CF has been limited in mental health nursing prac- 
tice as interventions are focused on medicines management 
and psychoeducation with insufficient emphasis being 
placed on client-centred mental health nursing care. 

There remains a tendency for mental health nurses to 
continue to provide care based on diagnosis rather than 
applying psychotherapeutic theories (CF) into practice. 
They observe that they could not find any literature on the 
use of CF in mental health nursing practice despite the 
opportunities it provides for developing more effective psy- 
chotherapeutic nursing interventions. Page et al. (2008) 
assert training to acquire CF skills and competence in prac- 
tice can be achieved through clinical supervision, so super- 
vision is central in translating educational knowledge into 
clinical skills. Their model of group supervision is similar 
to that of Ivey (2006) and Kendjelic & Eells (2007) as all 
focus on knowledge sharing, case vignette-based formula- 
tion development and ratings, supervision of interventions 
and weekly case presentations. Carey & Pilgrim (2010) 
cite the importance of differentiating between traditional 
diagnosis approaches and formulation approaches when 
dealing with service user needs. 

The importance of CF training, supervision and practi- 
tioner experience to benefit service user treatment and pro- 
gression outcomes can only be assessed if continuing 
evidence is collected to verify its reliability and validity. The 
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value of supervision during and after CF training is vital as 
initially practitioners develop the skills and knowledge base 
and then once in process, less experienced practitioners 
have the opportunity to discuss their clinical work with 
more experienced practitioners to develop their practice. 


Conclusion and recommendations 


The literature shows that CF skills are claimed to be central 
to the practice of psychological treatments, and the reliabil- 
ity and validity of the formulations is identified as impor- 
tant. Although presently there is limited evidence of CF 
efficacy, the push towards finding alternative treatments 
makes this an opportune time to instil training programmes 
to collect and collate evidence of benefits for service users. 
Research suggests a correlation between the length and 
level of qualified experience and the degree of practitioner 
training in producing better CFs. Flitcroft et al. (2007) 
suggest a need for increased understanding of the functions 
that influence formulation, and guidelines to assist practi- 
tioners to ensure essential aspects of formulation are 
covered. The focus on experience is important and the 
literature suggests that practitioners’ skills need a degree of 
psychological sophistication to gather, collate and organize 
information to create a working hypothesis. Training can 
improve the quality of formulations and impact on treat- 
ments, but training in supervision is also required to 
oversee the theoretical basis and enhance practical skills 
development. These training programmes need to include a 
theoretical underpinning of the treatment strategies for 
each disorder along with an awareness of how these can 
adapt to service user needs. 

To implement a CF training programme into practice, a 
transformational leadership style incorporating an educa- 
tional framework covering cognitive, psychomotor and 
affective domains of learning (Bloom 1956) is suggested to 
increase practitioner skills in knowledge, perceptions and 
responses. The literature claims professional discrepancies 
in essential aspects of a formulation, indicating the need 
for further research to develop consistency in practice. 
However, there are difficulties in promoting commonality 
due to the individual nature of the formulation, based on 
the service user presentation, traits, personality experiences 
and needs, and issues relating to practitioner skills and 
experience. The complex nature of formulation-based 
approaches to treatment planning contains vulnerability 
due to judgemental and inferential bias. Benefits for stand- 
ardizing treatments were noted; however, this also high- 
lights a dilemma in whether to use standardized or 
individualized approaches to CF. 

The literature highlights the relevance of providing con- 
tinuous practitioner feedback about CF practice, either in 
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training or in clinical supervision sessions, to improve 
clinical judgements. Mumma (2011) outlined CF as being 
a complex and interrelated set of clinical judgements and 
reasoning which can be influenced by bias, whereas this 
paper suggests bias can be overcome through supervision 
and feedback to maintain valid clinical judgement. This 
fits in well into current practice as all mental health prac- 
titioners are required to participate in regular clinical 
supervision. The development of supervision skills to 
inform CF is advocated, with the use of narrative skills to 


increase understanding of how issues are impacting and to 
evoke practical solutions. Additionally, the socialization 
process of formulation and its relevance is important in 
enabling understanding of treatment choices and potential 
outcomes. This paper recommends further research into 
the efficacy, process and functions of CF alongside the 
development and implementation of guidelines, a 
skills analysis and CF training programmes to assist 
practitioners in improving service user quality of life 
outcomes. 
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